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as was done in this case, the rapid formation of a post-
uterine swelling coincidently with the occurrence of sym-
ptoms of acute pelvic inflammation. It so happened that
a few hours before the attack came on I had the opportunity
of examining this lady, and was satisfied that no pelvic
swelling existed. A similar examination, made a few hours
after the attack set in, showed the existence of a soft,
elastic tumour behind the uterus, filling up Douglas’s pouch,
and pushing the uterus forwards against the pubis. Now
there is no swelling or tumour that I know of in connexion
with the female generative organs which can be formed so
rapidly as this, except pelvic bsematocele. This fact alone,
therefore, was sufficient to warrant the diagnosis, and it
was corroborated entirely by the accompanying symptoms.
We cannot, however, reckon upon such opportunities as

were afforded me in this case ; and, in the absence of that
knowledge, our diagnosis will be founded partly upon the
history of the case and partly upon the character of the
pelvic swelling.
As regards history, I find that in all the cases which have

come under my care there has been a more or less distinct
history of uterine or ovarian trouble, which has, as it were,
led up to and culminated in the attack which now claims
attention. This is more particularly observed in those cases
where the hsematocele is not directly and immediately con-
nected with menstruation. In the majority of cases there
is this connexion, and the hsematocele results either from
the regurgitation of the menstrual fluid from the uterus
along the Fallopian tube into the peritoneal cavity, or else
the afflux of blood which usually takes place to the gene-
rative organs at the time of menstruation leads to such an
engorgement of the venous plexuses that rupture occurs
at some point where either a varicose or other diseased con-
dition existed, which predisposed to the catastrophe. In a
certain number of cases-but they are, in my experience,
very rare-the haemorrhage occurs in connexion with

pregnancy, or rather with delivery, either at term or, more
commonly, prematurely, and especially during the earlier
months. Probably in these cases the diseased condition,
whatever it be, which gives rise to the hasmatocele after the
abortion is the principal agent in bringing about the pre-
mature expulsion of the ovum. And here also careful in-

quiry will serve to elucidate the fact insisted upon-viz.,
the existence of symptoms of uterine or ovarian disease
prior to the occurrence of pelvic hsematocele. Indeed, I do
not think it possible for such an accident, if I may so call
it, to occur in a woman perfectly healthy in those parts.
Happily for the patient, though unfortunately for science,
these cases seldom end fatally, and our opportunities, there-
fore, of examining the parts and of demonstrating the origin
of the mischief are few and far between. I believe that a
varicose condition of the veins of the pampiniform plexus,
resembling varicocele in the male, is of very common oc-
currence, and may have much to do with the disease we
are considering. All this, of course, has reference only to
antecedent history and to predisposing causes.
The symptoms which characterise the attack itself are

generally very well marked, and although in themselves it
would, perhaps, be difficult in some cases to distinguish
them absolutely from those which occur in certain acute
pelvic inflammations, such as cellulitis or peritonitis, yet in
general there are important differences which, taken in
connexion with a digital vaginal examination of the result-
ing pelvic swelling, are sufficiently characteristic to make
’the diagnosis a matter of tolerable certainty.

Probably the only conditions with which pelvic haema-
tocele is likely to be confounded are pelvic cellulitis and
pelvic peritonitis; but in regard to each of these there are
some few points of dissimilarity in the character of the

symptoms, and there are still greater differences in the
local physical signs, especially in regard to the formation
of the pelvic swelling, its situation, consistence, and general
characters.

In all three, when fully developed, there are the usual
signs of inflammatory action-namely, local pain and
general febrile disturbance. To some extent they resemble
one another in the mode of attack, but though each may
begin rather suddenly, the symptoms of cellulitis and peri-
tonitis are seldom so severe at first as hasmatocele  the
pain of cellulitis is not nearly so sharp as that of the other
two, and hxmatocele is generally the most severe of all.Faintness, great prostration, and even collapse to an alarm-

ing extent, frequently accompany the accession of bsema-
tocele ; neither of these occurs in connexion with cellulitis

! or peritonitis. On the whole, it may be said that, taking
average cases of these three affections, pelvic hsematocele
is characterised by symptoms which are more sudden, severe,
and alarming than either of the other two-it, in fact, shows
its traumatic character very distinctly ; and pain, prostra-
tion or collapse, with symptoms of internal haemorrhage,
are its leading features. The pain is of course very local
and limited, and it has a peculiar forcing, bearing-down
character, a feeling which is described sometimes as if

everything were being forced away.
With the occurrence of such symptoms, a vaginal exami-

nation will in general suffice to make the diagnosis clear.
If circumstances have enabled us, as in the case already
detailed, to demonstrate the sudden formation of a pelvic
swelling, situate chiefly in the post-uterine region, that may
be taken as conclusive evidence of hsematooele; for -not
only does the swelling in cellulitis form much more slowly,
but it differs also in situation and character. It is at first
neither in front of nor behind the uterus, but on one side,
originating as it does in the cellular tissue of one or other
broad ligament. In pelvic peritonitis the swelling forms
even still more slowly, is generally behind the uterus-not
on one side,-and more limited in extent than either of the
other two.
Again, there are differences in the character of the

swelling. In hsematooele it.is at fi-pst tense, elastic, fluid,
and fluctuating ; as time goes on, it becomes boggy, doughy,
non-fluctuating; then firmer amd firmer, till it is almost
hard, and with this change it contracts considerably, getting
smaller and smaller, till it finally disappears. Cellulitis, on
the contrary, is small at first, and gradually increases in
size, becoming softer and more elastic as it increases. It
sometimes changes its brawny character for one in which
fluctuation can be distinctly made out. In all these respects
it resembles pelvic peritonitis, and so far both differ from
pelvic hsematocele ; but they in their turn differ from one
another in this respect, that in cellulitis the swelling is one-
sided, while in peritonitis it is situate either anteriorly or
posteriorly.

Lastly, in cellulitis the uterus is usually displaced laterally,
being pushed to one side by the swelling formed in the
broad ligament of the opposite side; while in haamatooele
and in pelvic peritonitis the uterus is displaced forwards or
backwards, but most commonly forwards, and much more
so in hsematocele than in peritonitis.
Such are the characteristics of the pelvic swelling in

these three conditions. Their differences are in general
sufficiently marked to enable us to diagnose them with
tolerable certainty, especially when taken in connexion
with the history and symptoms past and present. Neither
the history nor the physical signs taken separately are
in themselves sufficient to establish the diagnosis. Both
must be taken together; but a minute and careful ex-

amination is of the utmost importance, not only for the
purpose of diagnosis, but still more in reference to treat-
ment, and especially in regard to that mode of treatment
which I believe to be the best and most successful. I have
a strong impsession that if the symptoms and physical
signs of pelvic boamatocele were more generally understood
and appreciated, we should find that cases of this affection
are more common than is generally supposed, and that it is
not such a medical curiosity as some imagine. Cases of
pelvic cellulitis, pelvic peritonitis, and pelvic baamatocele
have no doubt just sufficient in common to make an error of
diagnosis pardonable ; but I would venture to hope that
mistakes of this kind may be less common in the future as
the disease becomes better understood.

(To be concluded.)
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THE following case is interesting, not only on account of
the position of so large a stone, but from the rapidity with
which the wound healed in a boy with such broken health :-
The patient, a boy aged thirteen years, was admitted into

the Civil Di-spensary at Mirzapore on the 25th May, 1871.
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Caste, Mullah ; very much reduced; urine muco-purulent,
and contained a large amount of whitish earthy particles ;
it dribbled constantly, keeping the clothes and thighs always
wet; bladder very much distended and never empty;
general health very unsatisfactory.
He was examined on the morning of his admission. A

stone was detected firmly impacted in the urethra close to
the neck of the bladder, and all my attempts to push it
back into the bladder failed.
On the morning of the 26th May, the patient having

been prepared in the usual manner, I performed the lateral
operation. The smallest staff was with great difficulty
passed into the bladder beneath the stone. The stone had
not formed any adhesions, and was readily removed. It
was of a dumb-bell shape, and weighed just over an ounce.
The vesical portion of the stone was rather larger than the
urethral, and projected upwards into the bladder, forming
with the neck and urethral portion almost a right angle.
In length it was exactly 2 inches ; circumference of vesical
end 3 inches; circumference of urethral end 3t inches;
and circumference of neck 2i inches.
Annexed is a sketch of the stone, which is now in the

Museum of the Royal College of Surgeons of England.
Originally, perhaps, a long thin stone, it had found its way

v, Vesical end. u, Urethral end. N, Neck.

into the urethra, and, there becoming wedged, .had grown
into its present form; increasing most at those points where
least resistance was offered, the vesical end had grown up-
wards, and the urethral appears to have grown most in
length and downwards.
The patient rapidly improved. In the course of the first

week the urine took its natural channel, and before the end
of the second the wound was quite healed. The water
dribbled away for some time after, owing to the partial
paralysis caused by the long-continued dilatation of the
neck of the bladder by the lodgment of the stone there;
but under the use of the tincture of perchloride of iron,
strychnine, and dilute hydrochloric acid a perfect cure was
effected, and the boy discharged on the 17th June, 1871.
Watford, Herts. 
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xrLZaxY aneurism, though rare, is always of serious im-
port, as spontaneous cure is almost unknown, and the re-
sults of surgical interference have not hitherto been very
satisfactory. The operation for the ligature of the third
part of the subclavian for aneurism of the axillary artery is
frequently attended with great danger, or is followed by
such fatality that it would hardly be justifiable if other

and safer means could be shown to exist. Syme’s treatment
is evidently unsuitable for the majority of axillary aneu-

risms. Compression alone therefore holds out a hope of
success. But mechanical compression is generally difficult
and painful, and compression by the fingers can only be
systematically carried out where there is a large staff of
students or assistants. Up to the present time there are
not more than five recorded cases of the cure of axillary
aneurism by compression ; of these only two were cured by
digital compression. In the following case, for the notes
of which we are indebted to Mr. Floyd Collins, ward clerk,
compression was applied altogether for twenty-five hours-
digital compression for eleven hours, and mechanical for
fourteen.

Chas. W-, a plasterer aged seventy-one, was admitted
June 16th, 1873, with aneurism of the right axillary artery.
The patient first noticed a pulsating swelling just below
the clavicle a month before. From this time he experienced
pain in the right arm and occasionally numbness in the
right hand, but he continued to work at his trade. He is a
muscular, well-made man, and has always had good health,
but since the appearance of the tumour has been subject to
attacks of giddiness.
On admission there was a large tumour under the right

clavicle, extending in a curved line, from two inches from
its sternal end to about an inch and a half from its acromial
end. The centre of this curve was about three inches
below the clavicle. Eccentric pulsation was very apparent
over the whole surface of the tumour. A strong thrill
could be felt at each heart-beat, and a loud rasping bruit
was heard with the stethoscope. The arteries of both
arms, especially the right, were very tortuous and athero-
matous. The pulse at the wrist was almost, if not quite,
as distinct on the right as on the left side. The right hand
was slightly numb, and the right arm painful, the pain
being less in the recumbent position. The superficial veins
were very prominent in both arms, but more especially in
the right.
June 23rd.-Digital compression was commenced to-day

at 3 P.M., and continued for two hours.
24th.-Compression was recommenced to-day at 10A.M.,

and continued for two hours, and again from 3 P.M. until
5 p M.
25th.-The artery was compressed again to-day for two

consecutive hours.
27th.-The tumour is larger than before-that is, more

prominent. It feels harder, and there is still a thrill in it,
but the pulsation appears less forcible, and less superficial.
28th.-No compression was exercised yesterday at all.

The arm, forearm, and fingers are all tightly bandaged, and
give pain.
30th.-The limb is kept bandaged as before. The size of

the tumour appears to be smaller than on the 27th inst.,
but the pulsation is as strong as before. Patient feels

shooting pains extending from the aneurism down the arm,
and backwards through the upper part of the back between
the shoulders.

July 4th.-Distensile pulsation decidedly weaker than on
admission, as is also the thrill. The tumour occupies a
larger amount of supra-clavicular region than at first. Very
moderate compression of the subclavian artery on the first
rib controls expansion, and checks the bruit entirely.

5th.-Compression was made again to-day from 3 to 6 P.M.,
the patient being kept under chloroform the whole time of
the operation. Temperature 98’20; pulse 70.
14th.-When the clavicle is well raised there is a thrill

still perceptible, but decidedly weaker; expansion has also
decreased. The tumour is considerably enlarged above the
clavicle. The radial pulse is quite imperceptible, but that
in the brachial artery can be felt; tongue dry and furred.
Temperature 982&deg;; pulse 68.

19th.-Yesterday afternoon an instrument was applied to
compress the artery against the first rib. It consists of a

square board, well padded, and having crutches fitting the
axillse to keep it in place. On this the patient lies. On the
right side a curved iron arm overhangs the tumour, and
into this a screw compressor is fitted with a ball-and-socket
joint. The pressure exercised is regulated by india-rubber
bands. Compression was only continued for an hour, as the
patient was not under chloroform, and complained very
much of the pain it caused. This morning there is decidedly
less pulsation and thrill, but these are very variable, being
almost imperceptible at times. Temperature 98’8&deg;, pulse 70.
21st.-Yesterday afternoon pressure was again applied by


